Introduction

S
ocial support, the provision of instrumental, informational and/or emotional assistance by family, friends and significant others, has a considerable impact on physical and mental health, and cognitive functioning by helping individuals to cope with critical situations in everyday life. [1] [2] [3] Perceived social support defined as perception of availability of support if needed, may represent a main source of personal care and subjective well-being especially in old age. 4, 5 People with larger social networks are less likely to report loneliness which is a known risk factor for morbidity and mortality in old age. 6 Furthermore, support/solidarity from family and friends may mitigate stress and loss of functions in older people, 7 facilitating healthy aging. Acierno and colleagues 8 found low social support as a risk factor for emotional, physical, and sexual mistreatment, as well as neglect among adults aged 60 years or above. In a more recent literature review, Pillemer et al. 9 showed that living arrangements and social support have been two main factors strongly associated with elder abuse. High levels of social isolation, reduced independence in later life and low levels of social support in old age have been suggested as risk factors for all forms of elder abuse. 10 , 11 The vulnerability of older people to abusive episodes has been related to their need for help and support. 11 Elder abuse is a phenomenon with one-year incidence rate of 72 per 1000 and a prevalence rate between 3.2-27.5% in the general population, with emotional mistreatment being the most frequent type. 8, [12] [13] [14] With regard to prevalence of elder abuse over a lifetime, Eslami et al. 15 have reported 34% of psychological, 11.5% physical, 18.5% financial and 5% sexual abuse and 4.3% injuries in a large European sample.
Previous research 8, 16, 17 mostly focused on the buffering effect of social support on elder abuse, and there is a paucity of data regarding the association between experiencing abuse during a lifetime and interpersonal strain, loneliness, and decreased perceived social support in later life. We supposed that, lifetime abuse may result in social isolation and formation of dependent and vulnerable adults, which in turn may affect healthy old age negatively. It is important to note that in recent years there were mainly national studies on this topic, with related limited implications. Very few studies explored elder abuse from a cross-country perspective. 13 In this regard, the current study aimed to explore the association between lifetime abuse and level of perceived social support and to identify the correlates of perceived social support among older persons in seven European countries.
Methods
Design, sample, procedure and ethics statement
This cross-sectional study draws on data from the "Elder Abuse: a multinational prevalence survey" carried out in urban centres in seven European countries: Ancona (Italy), Athens (Greece), Granada (Spain), Kaunas (Lithuania), Stuttgart (Germany), Porto (Portugal) and Stockholm (Sweden). Community-dwelling women and men fulfilling the following criteria were eligible to participate in this study: (i) being 60-84 years old, (ii) having intact cognitive functions (based on Mini-cog), 18 (iii) being citizens or documented migrants and (iv) being proficient in the native language of one of the above-mentioned countries. Potential participants were informed about the study by means of a letter explaining aims and contents of the ABUEL project. Written informed consent from participants was obtained prior to data collection. The data were collected during January-July 2009 with two administration modes, face-to-face interview or interview/self-response. All survey materials (e.g. the questionnaire) were culturally adapted and followed a similar protocol for administration procedures and treating data. Ethical permission/approval was received in each participating state from the national/university or regional ethics review boards, except for Greece where the work was carried out by the QED Company, a member of ESOMAR providing ethical guidance through global guidelines. Mean response rate was 45.2% across countries. Further details are described elsewhere.
19,20
Measures
Social support was measured with the Multidimensional Scale of Perceived Social Support, 21 comprising 12 questions graded 1-7 ranging 12-84, which can be divided into three sub-scales, i.e. support from family, friends and significant other. High scores correspond to high social support (sub-scales, total).
Lifetime abuse was assessed with 52 questions based on the UK study on elder abuse 22 and the Conflict Tactics Scale-2. 23 The participants were asked if they had been exposed to: psychological (11 items), physical (17 items), sexual (8 items) and financial abuse (9 items), and injuries (7 items) in their adult life (i.e. after the age of 18), excluding child abuse.
Demographic and socio-economic variables were age (i.e. 60-69, 70-84), gender, being in a partnership (i.e. yes = married/ cohabiting, no = single/divorced/widowed), living situation (type of relationship to the person living with the participant, i.e. alone, only with partners/spouse, with partner/spouse and others (e.g. daughter), without partner/spouse and with others), habitation (i.e. own property, other such as child's home), level of education (i.e. low = primary school/similar, middle = high school/similar, high = university/similar), employment status (i.e. in paid work, yes/no), profession (i.e. blue collar, white collar, home), main source of income (i.e. work pension, work, social/other benefits such as sick-leave/unemployment, spouse/partner), and financial strain (yes/no).
Lifestyle variables included regular alcohol use, regular cigarette smoking, and physical activity (e.g. walking, swimming at least 4 times per week) assessed in a yes/no format, as well as Body Mass Index (BMI) calculated for each participant based on self-reported height and weight.
Statistical analyses
Categorical variables were presented as absolute frequencies and percentages, while continuous variables by mean, standard deviation and median. A Kolmogorov-Smirnov test was applied to check the normality of the distribution of the continuous variables. The bivariate relation between perceived social support (total and subscales) and categorical variables (e.g. demographics/, socioeconomics and lifetime abuse) was analysed with the KruskallWallis test (means and standard deviations are reported), while association between perceived social support and BMI (which is a continuous variable) was analysed with the Spearman's rank correlation test. Multivariate quantile regression model (based on median values 24 ) was used to examine the interrelations between perceived total social support and the independent variables expressed in unstandardized coefficients (B), and 95% confidence intervals (CIs). Overall reliability of the model was expressed by the R-square (R 2 ). The statistical significant was set at P < 0.05. The PASW statistic package 22.0 (IBM/SPSS Inc., Chicago, IL) and STATA 11.2 were used to carry out the analyses.
Results
Demographic/socio-economic and lifestyle characteristics
As shown in table 1, of 4467 participants, 57.3% were women, 65% married/in a relationship, 24% lived alone and 76% had their own accommodation. Furthermore, 21% had university education and 55% white-collar type profession. Additionally, 66% were supported by a work pension and 64% experienced financial strains. Finally, about 12% of persons in this sample smoked cigarettes, 64% consumed alcohol, 57% reported not to do regular physical activity and the BMI was 26.68 (SD = 4.19).
Socio-demographic/life-style variables and perceived social support
As depicted in table 1, Lithuanians scored higher on total social support (mean value 70.22) and support from family than others, Swedes on support from friends and Italians on support from significant other, respectively. Of note, older adults from Portugal reported the lowest mean scores on total (mean value 63.18) and each scale of social support. Furthermore, male sex (P = 0.024, except for support from friends), younger age, being in partnership and living only with spouse/partner, having own accommodation and high education (except for support from family) were associated with higher social support (P < 0.001 for all these dimensions). Still working was not associated with support from family and significant other, while those having blue-collar professions (except for significant other) and main income from social/ other benefits, and experiencing financial strain reported lower mean scores on social support. Drinking alcohol regularly and lack of physical activity were associated with lower total social support and in each sub-scale, except for alcohol consumption which was associated with support from family. BMI was positively related to support from family (r = 0.046, P = 0.003) and negatively to support from friends (r = -0.030, P = 0.049).
Lifetime abuse and perceived social support
As shown in table 2, 34.5% of the participants experienced psychological, 11.5% physical, 5% sexual and 18.5% lifetime financial abuse, while 4.3% reported experiencing injuries. Participants exposed to psychological, physical and financial abuse and injury during their lifetime reported significantly lower scores in total social support and in each sub-scale than non-exposed participants. This was evident among those who experienced injuries (56.2 vs. 67.8, P < 0.001). Sexual abuse was significantly associated with lower total social support and in each sub-scale, except for support from friends.
Factors associated with total perceived social support
As shown in table 3, participation from Greece (P < 0.001) and Lithuania (P = 0.021), compared to Germany, was associated with e: un-standardized coefficient beta. *: P < 0.05. **: P < 0.01. ***: P < 0.001.
higher level of social support, even after controlling for other factors (e.g. demographics, abuse). Moreover, high levels of total social support were independently associated with female sex (P < 0.001), living with spouse/partner (P = 0.005), partner/spouse/others (P = 0.02), other persons e.g. daughters (P < 0.001), alcohol consumption (P < 0.001) and regular physical activity (P < 0.001). Low levels of total social support were independently associated with being from Portugal (P < 0.001), older age (P = 0.001), having social benefits as main financial source (P < 0.001), experiencing financial strain (P = 0.001), exposure to psychological abuse (P < 0.001) and injuries (P = 0.027). This model accounted for 7.4% of the variance in total social support.
Discussion
This study aimed to explore the association between lifetime abuse and level of perceived social support and to identify the correlates of perceived social support among older persons in seven European countries.
Perceived social support and lifetime abuse
Our data showed that lifetime exposure to psychological and severe physical abuse leading to injuries was independently associated with decreased social support, in accord with previous research. 19, 25 Melchiorre et al. 19 reported that exposure to elder abuse during the past 12 months, particularly psychological abuse, was associated with decreased social support. Also, Comijs et al. 25 observed that victims of elder abuse (verbal, physical, financial) scored lower on social support than non-victims. According to Elliott et al., 26 victims of physical abuse were more likely to perceive themselves as more socially isolated than those who had not been abused. One could argue that older adults with experience of abuse during their lifetime, felt more uncertain and insecure about their interpersonal connections, which may have distorted their appraisal and perception of existing support. Findings from Comijs et al. 25 showing that victims of elder abuse adapt more avoidant and passive coping styles than non-victims could support our argument. Our results confirm that abuse prevention should be a priority. 10 Findings of the current study suggest that awareness of long-term negative consequences of abuse should be increased at the level of community, health care providers and policy makers. Appropriate treatment to restore interpersonal trust should be offered to victims of abuse, in particular the elderly, as perceived social support is one of the main sources of personal care and subjective well-being 4 while loneliness is a known risk factor for morbidity and mortality in old age. 6 Perceived social support, country of residence and demographic/socio-economic variables Our results revealed that the country of residence was independently associated with perceived social support. The pattern of support in each subscale differed among countries. For example, although older persons from Portugal reported lowest level of support from family, they perceived higher support from friends compared to older adults from Italy, and support from their significant other compared to older individuals from Sweden. This finding emphasizes the presence of cross-national/cultural variations in the provision of social support. 27 Some previous studies 28 show that across Europe, in a country-comparative perspective, older adults in the southern and central European countries were generally lonelier (due to not being married, economic deprivation and poor health) than their counterparts. Sànchez Rodrigues et al. 29 suggested that cultural differences, e.g. more interdependent cultural values in Southern Europe and more independence related values in Northern Europe, influence social realities such as the exchanged social support (mainly instrumental in Spain and mainly emotional in the Netherlands). However, in almost all countries, frequent contacts with family and social participation, were important in preventing/alleviating loneliness. 28 Moreover, the link between subjective well-being and satisfaction with friends and family seems strong across cultures. 30 Our findings suggest that national and international researchers and policy makers should take into account these cross-national/ cultural variations, differences and similarities between countries/ across Europe as they may affect cultural/societal attitude, perception and appraisal in relationships/perceived social support and even elder abuse. To be aware of these differences/similarities may help to better understanding these phenomenon, capacity building and developing more appropriate strategies and interventions addressing the real needs of citizens.
Even though men reported higher levels of perceived support than women (in total and each subscale except for friends) in the bivariate analyses, female sex was significantly associated with high social support after adjusting for other potential confounders in the multivariate analysis. Kooshair et al. 31 revealed that older men had more emotional support than older women, whereas some other studies have found that women report more support from their social networks than men do. 32 Thoits has shown that although men's social networks seem to be larger, they receive lesser support from their informal networks. 32 On the other hand, it is shown that women, in contrary to men who rely in the main on their partner, usually have various sources of support. 33 Additionally, Dahlberg and McKee 34 found, among other factors, that male sex, having low contacts with family/friends and low levels of activity, were significant predictors of social loneliness. In view of these inconsistencies, one could argue that the value of social support may differ between women and men.
In the present study, older age (70 years and older) was associated with lower support in total and each subscale, independent from other potential confounders, which is in accordance with some previous studies confirming that recent demographic changes (e.g. declining marriage, increasing divorce) led to a reduction of the family caring activities towards the elderly, thus, the oldest are less socially supported. 35 In bivariate analyses, participants in partnership and living only with their partner/spouse had higher scores in social support from family, friends and significant other. However, the multivariate analysis showed that only those who did not live alone had high levels of total social support, and being in a partnership per se was not independently associated with higher social support, implying that the effective presence of a cohabitant, apart from being a partner, daughter or caregiver, and the quality of interpersonal ties may have a crucial role in providing social support. Some studies have revealed that the quality of social support (e.g. perceived satisfaction, timing) rather than quantity can have positive effects on individuals. 36 Results of this study, in accord with previous research, 37 indicated that having any type of social benefits as the main source of financial support, and suffering from financial strain were linked to low levels of social support. Economic disadvantages may influence the older persons' social inclusion negatively, for example, by restricting their participation in leisure activities.
Alcohol use and regular physical activity were associated with high scores in perceived social support among participants in the current study. In line with our findings, Tredal et al. 38 have shown a positive association between high levels of leisure activities and alcohol consumption among older adults. Some previous research 39 has also revealed that older people drink when meeting friends. According to Berkman et al., 40 social networks form the attitudes and behaviour of the members. Social networks influence individuals by entailing norms and values, 40 which can be healthy (e.g. physical activity) or unhealthy (e.g. drinking alcohol). Our study highlights the significance of interventions engaging older adults in social activities.
Limitations
This study has some limitations. The generalizability of the findings should be read with caution as the data were only from large urban centres in seven European countries, and older adults with cognitive impairments were excluded from the study. Moreover, the data were based on self-reports provided by the participants without objective assessment of the responses, thus a general and/or differential misclassification may have occurred. Furthermore, to assess lifetime abuse, the participants were asked about experiencing different types of abuse after the age of 18 which may result in recall bias. However, traumatic events tend to not be forgotten. The crosssectional design of the study precludes the establishment of causal links between variables. This study had a relatively low mean recruitment rate (45.2%) across countries, which may have resulted in under-estimation of elder abuse. However low recruitment rate is inevitable in a large-scale community-based study which addresses a sensitive issue such as abuse. Despite these limitations, our study provides cross-national data on various aspects of elder abuse and related factors (e.g. social support), presents a workable definition of abuse and injuries and uses validated instruments to assess the phenomenon. It also provides findings and tools that could be used by policy makers, clinicians and researchers at the European and country levels for a range of activities (e.g. monitoring abuse, awareness campaigns).
Conclusions
Overall, our results revealed that older adults exposed to lifetime psychological abuse or injuries perceived lower social support across the seven European countries included in this study. Furthermore, this study found that older old, men, those living alone and being economically devastated, perceived poorer social support. Also, the country of residence was independently/differently associated with perceived social support suggesting the presence of cultural diversity associated with perceived social support, which needs to be taken into account by national and international policy makers. Moreover, awareness about abuse and its consequences should be increased at the level of community, health care providers and policy makers. Our findings confirm that abuse prevention should be a priority, and they emphasize the significance of detection and providing appropriate treatment/interventions (e.g. engagement in social/physical activities) for victims of abuse during their lifetime. Future studies are warranted to evaluate the coping strategies/resilience which ameliorate the negative effects of victimization on social relationships. 
Key points
There are long-term negative consequences of abuse on social relationships. Victims of lifetime psychological abuse and injuries perceive low social support in later life. Cultural diversity in social support should be considered by national and international policy makers. Interventions engaging older adults in social activities should be provided.
